QIPP, OR JUST Q?
Sir, I congratulate Brocklehurst et al. on their informative paper, QIPP: cutting budgets or working smarter?
1 I imagine much of the profession will be dismayed at the approach of another acronym, so I shall try to be of assistance. I agree that Lord Darzi's NHS Next Stage Review 2 points out aspects of quality that include effectiveness, patient experience and patient safety. Problems arise, however, when we move beyond the 'Q' in QIPP. Innovation has been variously defined, but my view is that innovation includes devices, systems, policies, programmes, products or services that are adopted/ adapted from other organisations, as well as those that are invented by the organisation itself; this approach has been supported by academics in the subject.
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Lord Darzi's report also emphasises the importance of innovation.
2 It is my view that continual scoping for adoption and subsequent implementation of good innovation is essential to promote quality. We can therefore lose the 'I' from QIPP as it can be included in quality. Lord Darzi's 2 report also emphasises the important role that prevention has to play in a quality service. We can therefore now lose the first 'P' as now this can also be included in quality. This leaves us with productivity. This is a measure of output. However, it is felt that it is much better to assess the dynamics of patient care in terms of effectiveness, 5 which takes into account outcomes. The last 'P', for productivity, can therefore be dropped as inappropriate and it cannot be replaced by 'E' for effectiveness as this is included in quality. We are therefore just left with 'Q'. But in many respects we are still waiting for the 'A'. The treatment went without incident but as the patient lived some 20 miles away, I suggested they might find a local dentist who should remove the suture without charge.
P. Kelly Weymouth
The NHS practice she phoned couldn't see her for two weeks (maximum 60 seconds surgery time?) and a private practice wanted £60, yes sixty pounds to remove one suture! The patient returned to me. I received a little over that amount for carrying out the band 2 treatment and it reminds me of sometimes the huge gulf in the cost of private and NHS care and yet if unfortunately a course of treatment came under the scrutiny of the courts, I would be expected to have provided the same standard of treatment whether I had done, for example, a molar endo and received around £70 to include other treatment, or it had been done privately at a cost of £650 which I know is a going rate of a specialist endodontic practice in my area. I wonder sometimes why I dare to provide NHS care but I do and have done very happily for over 34 years. 
COUNCIL APPOINTMENTS
Sir, my understanding of the current situation is that the GDC Council is appointed by the Appointments Commission, a Non-Departmental Public Body (NDPB, also known as a quango). Registrants no longer have the right to vote on who sits on the Council. I also understand that the Appointments Commission is due to be abolished.
1 This was announced as part of the Government's cull on quangos in October 2010. In light of this, do any well informed colleagues know how the GDC Council will be appointed in the future? Will we be going back to the 'old' system? R. Vasant London 2 Thus MAD can be used as an alternative treatment modality regardless of severity because it is non-invasive, easy to manufacture and clinically effective. However, when considering the use of a MAD, the patient's dental health must be fully assessed. Insufficient teeth, pre-existing periodontal disease and TMJ pathology all have been shown contraindications to the use of MAD. 3 We present a patient that developed mobility of his upper and lower anterior teeth following one week use of a MAD for treatment of OSA, despite the patient not having any clinical evidence of pre-existing periodontal disease
